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DESCRIPTIVE TEXT
Percutaneous coronary intervention (PCI) for coronary 
bifurcations has been imaginative, innovative and 
remains challenging for interventional cardiologists. 
Recently, the innovative technology is determining the 
good approach to improve long-term outcomes. This 
technique is complicated and associated with a risk of 
restenosis and stent thrombosis even with the current 
era of a drug-eluting stent. The method of provisional 
stenting in the patients is the gold standard for coronary 
bifurcation lesions using the jailed wire technique [1]. 
Previous study proved that the provisional stenting 
technique with one-stent has been-superior to elective 
two-stent in terms of peri-procedural myocardial 
infarction which create it the gold standard approach for 
coronary bifurcation lesions [2]. Moreover, a protective 
guide wire is placed into the side branch (SB) before 
implantation to main vessel stenting because there may 
be a risk of SB occlusion either owing to plaque or carina 
shift after stent implantation. Furthermore, the different 
techniques with implantation of one or two stents have 
been developed for the treatment of patients with lesion 
subset [3]. The PCI of bifurcation lesions is still difficult 
from the main branch (MB) which may lead to acute 
impairment of coronary blood flow in the SB [4]. 
In India, many cardiologists are not doing bifurcation 
stenting, may be due to cost involved in the said 
procedure or complexity. We have tried to create a 
manually crimped bifurcation stent on two balloons of 
the stents.  After inflating MB stent at high pressure on 
the trolley it was removed from the balloon and 
threaded on percutaneous transluminal coronary 
angioplasty wire. The other wire SB was crossed through 
the strut, usually after 5-6 mm from proximal and hard 
end to a proximal end, as shown in Figure 1A. Another 
stent as per the desired size was passed on SB wire to 
create a culotte pattern and inflated to open the MB 
strut (3.5 /23 MB, 3.5 /18 SB). Now MB wire was 
withdrawn from the distal end of the MB stent and 
pushed towards a proximal end of the MB stent through 
the SB stent. Now those uninflated stent balloons were 
passed in the respective stent and simultaneously 
inflated to create bifurcation stent by the culotte 
method, as shown in Figure 1B. Stents are well inflated, 
and both balloons can be easily passed in MB and SB, as 
shown in Figures 1C-1D. Then stents were crimped to 
create a customised bifurcation stent. We need to check 
the feasibility of this manually crimped stent 
implantation in patients. We may need 7 or 8 French 
guide as it would be bulkier stent and we are planning to 
implant this in proximal bifurcation lesions or a large 
vessel like 3.5 or more. 
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Figure 1. A: Main Branch B: Manually to be Crimped Bifurcation Stent on Two Balloons of the Stents C: Balloons in Main and Side Branch D: Inflated 
Balloons E: Well Expanded 
 
We can prepare a bifurcation stent before the procedure 
in COVID era to minimise cath time. This can be tried 
in short left main with narrow angle bifurcation too. We 
can mount 4 mm stent on 3.5 mm balloon for left main 
to LAD stenting so as to have less distortion of stent in 
left main after POT with 4.5 mm balloon and one stent 
may be enough for cross over stenting. 
The bottom line is that the manually crimped 
bifurcation stent would be a cost-effective alternative for 
the dedicated bifurcation stents to treat patients with 
bifurcation lesions. However, this manually crimped 
bifurcation stent still awaits the outcomes in the 
patients. 
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